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be created by the governors or by state legislatures and assemblies, recognizing that the states differ widely in their constitutional and political structures (Rosenthal, 1990). For simplicity, the discussion is mainly in terms of gubernatorial action, because at some point the agency (and its council) will need to be supported as an executive branch entity.12 The mission is to build an effort that can creatively pursue two major goals: to bring EMS-C issues to the attention of a broad audience in state, county, and local governments and in the health care community, and to have children's emergency health care needs incorporated into standards setting, system planning, and program operation.
State Agency Structure
These lead EMS-C agencies in the states are, in the committee's view, likely to have a much more direct impact on the organization and delivery of services to patients within each state's borders than the federal EMS-C agency can hope to have. Each state will have a unique mix of opportunities and constraints—based on factors such as population, geography, culture, political system, economics, and health care policies and resources—and each state agency must formulate programs suited to its specific circumstances. Thus, although the committee believes that lead agencies for the states are key to integrating EMS-C into EMS and in improving the outcomes of EMS-C, it does not present a single model for them.
Each state will need to determine, based on its specific organizational patterns and requirements, an EMS-C agency's appropriate administrative base. The critical requirements are that the lead agency clearly have the principal authority for EMS-C matters and that it operate at a high enough level to ensure that it can be effective with all the groups it needs to reach.
Several models for development and integration of EMS-C activities within state programs presently exist. New Jersey, through legislation, has established a program for EMS-C within the EMS agency. Other states (e.g., California, Idaho, and Maryland) have used the state EMS agency as the lead agency for EMS-C. These states have integrated ongoing EMS-C activities into the respective agencies and have specific advisory boards or committees for those agencies. In states with programs such as these, responsible officials may want to apply the IOM recommendations simply to ensure that the agency is appropriately placed and able to discharge its obligations effectively. In states where this is not the case, the governor should make such designation of a lead agency a matter of high priority. When an implicit designation of responsibility exists, the governor should make the agency and other interested parties fully aware of that assignment and make the designation explicit and public.s.10 The Coordinating Council on Juvenile Justice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
